Objective: A large-scale, double-blind trial (SP0993; NCT01243177) demonstrated that lacosamide was noninferior to controlled-release carbamazepine (carbamazepine-CR) in terms of efficacy, and well tolerated as first-line monotherapy in patients (≥16 years of age) with newly diagnosed epilepsy. We report primary safety outcomes from the double-blind extension of the noninferiority trial (SP0994; NCT01465997) and post hoc analyses of pooled long-term safety and efficacy data from both trials. Methods: Patients were randomized 1:1 to lacosamide or carbamazepine-CR. Doses were escalated (lacosamide: 200/400/600 mg/d; carbamazepine-CR: 400/800/1200 mg/d) based on seizure control. Eligible patients continued randomized treatment in the extension. Primary outcomes of the extension were treatment-emergent adverse events (TEAEs), serious TEAEs, and discontinuations due to TEAEs. Post hoc analyses of data from combined trials included 12-and 24-month seizure freedom and TEAEs by number of comorbid conditions. Results: A total of 886 patients were treated in the initial trial and 548 in the extension; 211 of 279 patients (75.6%) on lacosamide and 180/269 (66.9%) on carbamazepine-CR completed the extension. In the extension, 181 patients (64.9%) on lacosamide and 182 (67.7%) on carbamazepine-CR reported TEAEs; in both groups, nasopharyngitis, headache, and dizziness were most common. Serious TEAEs were reported by 32 patients (11.5%) on lacosamide and 22 (8.2%) on carbamazepine-CR; 12 (4.3%) and 21 (7.8%) discontinued due to TEAEs. In the combined trials (median exposure: lacosamide 630 days; carbamazepine-CR 589 days), Kaplan-Meier estimated proportions of patients with 12-and 24-month seizure freedom from first dose were 50.8% (95% confidence interval 46.2%-55.4%) and 47.0% (42.2%-51.7%) on lacosamide, and 54.9% (50.3%-59.6%) and 50.9% (46.0%-55.7%) on carbamazepine-CR. Incidences of drug-related TEAEs and discontinuations due to TEAEs increased by number of comorbid conditions and were lower in patients on lacosamide.
| BEN-MENACHEM Et Al.
| INTRODUCTION
Antiepileptic drug (AED) monotherapy is the preferred option for initial treatment of epilepsy in newly diagnosed patients because of better tolerability than polytherapy and a reduced potential for drug-drug interactions. 1 Lacosamide is a third-generation AED, which is approved as adjunctive and monotherapy for patients (≥4 years of age) with focal (partialonset) seizures in the European Union (EU), the United States, and other countries. 2, 3 Efficacy and safety of lacosamide as adjunctive therapy were established in three randomized, double-blind, placebo-controlled trials. [4] [5] [6] In the corresponding
long-term open-label extension trials, adjunctive lacosamide was generally well tolerated and efficacy was maintained. [7] [8] [9] Monotherapy approval of lacosamide in the EU was based on the results of a large-scale, double-blind trial, which demonstrated that lacosamide was noninferior to controlledrelease carbamazepine (carbamazepine-CR) and was well tolerated as first-line monotherapy in patients with newly diagnosed epilepsy. 10 A double-blind extension of the noninferiority trial was performed to obtain data on the long-term safety of lacosamide and carbamazepine-CR monotherapy, and to allow eligible patients to continue to receive their randomized treatment while maintaining blinding until database lock of the initial trial. We report primary safety data from the extension trial, in addition to post hoc analyses that explored clinically relevant long-term safety and efficacy outcomes during the combined double-blind period in both trials. Long-term safety outcomes included an analysis of tolerability by number of comorbid conditions.
| METHODS

| Double-blind noninferiority trial
SP0993 (ClinicalTrials.gov: NCT01243177) was a phase 3, randomized, double-blind, noninferiority trial conducted between April 2011 and August 2015. 10 Patients 16 years of age or older were enrolled if they had newly or recently diagnosed epilepsy with unprovoked focal seizures (simple partial, complex partial, or partial evolving to secondarily generalized with clear focal origin, according to the International Classification of Epileptic Seizures, 1981) 11 or generalized tonic-clonic seizures (without clear focal or generalized onset). Patients were required to have at least two unprovoked seizures in the previous 12 months, with at least one in the previous 3 months. Patients were excluded if they had any medical or psychiatric condition, which, in the opinion of the investigator, could have jeopardized their health or compromised their ability to participate in the trial. 10 Patients were randomized 1:1 to lacosamide or carbamazepine-CR. Following uptitration and stabilization at the first target dose (lacosamide: 200 mg/d; carbamazepine-CR: 400 mg/d), patients entered a 6-month assessment period ( Figure S1 ). If a seizure occurred, the dose was escalated to the second target dose (lacosamide: 400 mg/d; carbamazepine-CR: 800 mg/d) and the patient started a new 6-month assessment period. If a further seizure occurred, the dose was escalated to the third target dose (lacosamide: 600 mg/d; carbamazepine-CR: 1200 mg/d). If seizures were not controlled at the third target dose, the patient was withdrawn from the trial.
Patients who remained seizure-free during the 6-month assessment period continued into a 6-month maintenance Significance: Long-term (median ~2 years) lacosamide monotherapy was efficacious and generally well tolerated in adults with newly diagnosed epilepsy. Seizure freedom rates were similar with lacosamide and carbamazepine-CR.
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Key Points
• Long-term outcomes from a double-blind noninferiority trial and double-blind extension trial, including analyses of tolerability by number of comorbidities • In the extension trial, fewer patients treated with lacosamide than with carbamazepine-CR had any treatment-emergent adverse events (TEAEs) considered drug-related by the investigator or discontinued due to TEAEs • In the combined trials, treatment retention was high, and Kaplan-Meier estimated 12-and 24-month seizure freedom was similar on lacosamide and carbamazepine-CR • Drug-related TEAEs and discontinuations due to TEAEs increased with a higher number of comorbidities; and were lower in patients on lacosamide than in patients on carbamazepine-CR • Long-term lacosamide monotherapy was efficacious and well tolerated over a median of ~2 years of treatment in adult patients with newly diagnosed epilepsy period on their last assessed dose. During the assessment and maintenance periods, patients who escalated to the second or third target dose could undergo one dose reduction (100 mg/d lacosamide or 200 mg/d carbamazepine-CR) if they were unable to tolerate the increased dose. These patients could not be returned to the higher target dose or have further uptitration in case a new seizure occurred.
| Double-blind extension trial
Eligible patients from the initial noninferiority trial could continue on their randomized treatment in a phase 3, multicenter, double-blind, double-dummy, extension trial (SP0994; NCT01465997), conducted between May 2012 and January 2017 at 149 sites in 29 countries in Europe, North America, and the Asia Pacific. Patients were eligible for the extension trial if they had remained seizure-free and completed the 6-month maintenance period of the initial trial, or had experienced one or more seizures during the 6-month maintenance period while on the first or second target dose. A small number of patients (<2%) transferred to the extension trial as result of a protocol amendment aimed to define the completion date of the initial trial. Patients were excluded if they had experienced a seizure at the third target dose during the initial trial, had met a withdrawal criterion for the initial trial, were experiencing an ongoing serious adverse event, or were receiving any investigational drugs or experimental devices in addition to lacosamide or carbamazepine-CR. Patients could enter the extension trial at one of the target dose levels of the initial trial or at a reduced dose ( Figure S1 ). Doses were escalated in case of a seizure. Visits occurred approximately every 13 weeks. Patients requiring a higher target dose returned to the clinic for additional visits. If a patient was entered at a reduced dose and required escalation in the extension trial, the patient was moved to the next higher full target dose. Patients who experienced a seizure at the highest permitted dose level were discontinued. One dose reduction (lacosamide 100 mg/d or carbamazepine-CR 200 mg/d) was allowed for tolerability reasons during the combined trials.
Following the database lock and unblinding of the initial trial, the extension trial was unblinded and closed for all patients. Patients who were receiving lacosamide had access to open-label follow-up treatment with lacosamide until monotherapy approval.
Both trials were conducted in accordance with Good Clinical Practice, the Declaration of Helsinki, and local laws. A national, regional, or independent ethics committee or institutional review board reviewed the trial protocol, amendments, and patient informed consent. Throughout both trials, patients were required to keep a daily diary recording their seizure activity.
| Outcomes
| Prospective analyses of data from the double-blind extension trial
Data were analyzed for the safety set (SS) of all randomized patients who took at least one dose of trial medication. The primary safety outcomes were treatment-emergent adverse events (TEAEs) reported spontaneously by the patient and/ or caregiver or observed by the investigator, serious TEAEs, and patient discontinuations due to TEAEs. TEAEs were defined as adverse events that started (or whose intensity worsened) on or after the date of first dose of trial medication in the extension trial and within 30 days following the date of last trial medication administration. TEAEs were coded using the Medical Dictionary for Regulatory Activities (MedDRA) version 16.1. Descriptive analyses were performed for all safety assessments.
| Post hoc analyses of pooled data from the combined trials
To provide an overview of the long-term benefit and risk of the first monotherapy in newly and recently diagnosed patients with epilepsy, data were pooled from the combined double-blind period in the initial trial and extension trial. Analyses were performed for the time from first dose of trial medication in the initial trial up to the time of unblinding of the extension trial. Data are reported for the SS and full analysis set (FAS), which were both defined as all randomized patients who took at least one dose of trial medication.
All exploratory efficacy assessments were based on diary data. Time to discontinuation due to lack of efficacy and/or TEAEs were estimated using Kaplan-Meier methods. Efficacy outcomes were 12 and 24 months of seizure freedom from the first dose of trial medication, patients with a 6-or 12-month seizure-free interval at any point during the combined doubleblind period, and dose at onset of the first 12-or 24-month seizure-free interval. Results for Kaplan-Meier estimated seizure freedom were adjusted for the number of seizures (two or fewer, or more than two) in the 3 months before screening in the initial trial. Tolerability outcomes included an analysis of TEAEs by number of ongoing comorbid conditions (MedDRA, version 16.1) at the Screening Visit (ie, none, one to two, three or more).
| RESULTS
| Prospective analyses of data from the double-blind extension trial
A total of 886 patients (lacosamide, 444; carbamazepine-CR, 442) were treated in the initial trial, of whom 549 were
enrolled and 548 (SS: lacosamide, 279; carbamazepine-CR, 269) were treated in the extension. Two hundred eleven of 279 patients (75.6%) on lacosamide and 180/269 (66.9%) on carbamazepine-CR completed the extension trial. The most common reasons for discontinuation (≥5% of patients in either group) were withdrawn consent (lacosamide, 24 [8 Baseline demographics were comparable between treatment groups (Table 1 ). In the extension trial, the median duration of exposure to trial medication was slightly longer in the lacosamide group (603.0 days; 489.2 patient-years) than the carbamazepine-CR group (549.0 days; 437.1 patientyears). Two hundred sixty patients (93.2%) on lacosamide and 250 patients (92.9%) on carbamazepine-CR had a duration of exposure of >182 days (6 months).
During the extension trial, TEAEs were reported by 181 patients (64.9%) on lacosamide and 182 (67.7%) on carbamazepine-CR (Table 2) . Nasopharyngitis, headache, and dizziness were the most common TEAEs in both treatment groups. Fewer patients on lacosamide (43 [15.4%]) than carbamazepine-CR (54 [20.1%]) had TEAEs that were considered to be drug-related (as assessed by the investigator). The only drug-related TEAEs reported by ≥2% of patients were increased γ-glutamyltransferase (6 [2.2%]) and hypercholesterolemia (7 [2.6%]) in the carbamazepine-CR group. Most TEAEs were mild or moderate in intensity; 21 patients (7.5%) on lacosamide and 20 patients (7.4%) on carbamazepine-CR had a severe TEAE.
Fewer patients on lacosamide (12 [4.3%]) than carbamazepine-CR (21 [7. 8%]) discontinued the extension trial due to TEAEs (Table 2) . No TEAEs led to discontinuation in more than one patient on lacosamide. TEAEs leading to discontinuation in at least two patients on carbamazepine-CR were pregnancy on contraceptive (4 [1.5%]), increased γ-glutamyltransferase (2 [0.7%]), suicidal ideation, and suicide attempt (2 patients each [0.7%]). One patient (68 years; 440 days on 200 mg/d lacosamide) died because of acute renal failure and adenocarcinoma; neither event was considered to be related to lacosamide by the investigator.
Serious TEAEs with onset during the treatment period of the extension trial were reported by 32 patients (11.5%) on lacosamide and 22 (8.2%) on carbamazepine-CR (Table  2) . Angina pectoris and transient ischemic attack were the only serious TEAEs reported by more than one patient on lacosamide (two patients each [0.7%]). Serious TEAEs reported by more than one patient on carbamazepine-CR were gastroenteritis (three patients [1.1%]), pregnancy on contraceptive, suicidal ideation, and suicide attempt (two patients each [0.7%]). Serious TEAEs were considered drug-related by the investigator in two patients on lacosamide (hepatic enzyme increased, status epilepticus, one patient each) and five patients on carbamazepine-CR (toxicity to various agents, suicidal ideation, and suicide attempt in one patient; atrioventricular block second degree, hyponatremia, convulsion, pregnancy on contraceptive, one patient each).
Five patients (1.8%) on lacosamide and three patients (1.1%) on carbamazepine-CR had cardiac-related TEAEs. Of these, two events in patients on lacosamide (atrial fibrillation and bradycardia) were serious; both were mild or moderate in intensity and considered not related to trial medication. Two serious cardiac TEAEs were reported in patients on carbamazepine-CR: second-degree atrioventricular block was moderate in intensity, was considered related to trial medication, and led to discontinuation; atrial fibrillation was moderate in intensity and considered not related to trial medication.
Three patients (1.1%) on lacosamide and four patients (1.5%) on carbamazepine-CR reported TEAEs related to suicidality. These included suicidal ideation (lacosamide, three [ . One patient on lacosamide had two serious TEAEs related to suicidality (suicidal ideation and suicidal behavior); both were moderate in intensity and were not considered to be related to trial medication. Two patients in the carbamazepine-CR group had five serious TEAEs related to suicidality that were severe in intensity; one patient had suicidal ideation, intentional overdose, and suicide attempt, all of which were not considered to be related to trial medication; one patient had suicidal ideation and suicide attempt, both of which were considered to be related to trial medication by the investigator. Two events related to suicidality in the lacosamide group and five events in the carbamazepine-CR group led to discontinuation.
Five patients (1.8%) on lacosamide and two patients (0.7%) on carbamazepine-CR reported TEAEs of syncope. One event in the lacosamide group was severe in intensity and considered not related to the trial medication by the investigator. None of the events led to discontinuation. One patient (0.4%) on lacosamide and two patients (0.7%) on carbamazepine-CR reported TEAEs of rash. No events of drug-induced hepatotoxicity were reported during the extension trial.
| Post hoc analyses of pooled data from the combined trials
Of 886 patients treated in the combined trials, 451 (lacosamide, 227/444 [51.1%]; carbamazepine-CR, 224/442 [50.7%]) were ongoing at the time of unblinding (Figure 1 ). At baseline of the initial trial, 245 patients (27.7%) had no comorbid conditions, 305 patients (34.4%) had one to two comorbid conditions, and 336 patients (37.9%) had three or more comorbid conditions. The most common comorbid conditions in all patients were hypertension (lacosamide, 20.3%; carbamazepine-CR, 24.2%) and hypercholesterolemia (lacosamide, 7.4%; carbamazepine-CR, 9.7%) ( Table S1 ). Baseline characteristics were similar in the comorbid condition subgroups, although patients with a higher number of comorbid conditions were generally older (mean age: no conditions, 31.2 years; one to two conditions, 38.8 years; three or more conditions, 52.4 years) and were taking higher numbers of concomitant non-AED medications at entry into the initial trial (Table S2) . Within the subgroups, baseline characteristics were generally consistent between patients in the lacosamide and carbamazepine-CR groups. The subgroup of patients with three or more comorbid conditions included a higher proportion of male patients in the lacosamide than carbamazepine-CR group (53.9% vs 44.4%).
In the combined double-blind period, the median duration of exposure from the time of first dose of trial medication was slightly longer in the lacosamide group (630.0 days; 744.2 patient-years) than in the carbamazepine-CR group (589.0 days; 708.3 patient-years). In both treatment groups, the median duration of exposure was slightly shorter in patients with more comorbid conditions (lacosamide: no conditions, 681.0 days; one to two conditions, 599.0 days; three or more conditions, 585.0 days; carbamazepine-CR: no conditions, 606.0 days; one to two conditions, 611.0 days; three or more conditions, 540.0 days). The majority of patients (lacosamide, 285 [64.2%]; carbamazepine-CR, 294 [66.5%]) remained on the lowest target dose level throughout both trials. The proportions of patients reaching each dose level were similar in subgroups of patients with no comorbid conditions, and in those with one to two or at least three comorbid conditions (Table S3) .
For patients who discontinued due to lack of efficacy or adverse events, the observed median time to discontinuation was 191.0 days for patients on lacosamide (n = 89) and 115.0 days for patients on carbamazepine-CR (n = 103). The median time to discontinuation was longer on lacosamide than carbamazepine-CR for patients who discontinued due to adverse events (lacosamide: n = 59, 112.0 days; carbamazepine-CR: n = 84, 57.5 days) and for patients who discontinued due to lack of efficacy (lacosamide: n = 30, 342.0 days; carbamazepine-CR: n = 19, 252.0 days). Based on Kaplan-Meier analyses of discontinuation due to lack of efficacy or adverse events, the estimated proportions of patients remaining on treatment at 12 and 24 months were 84.4% and 79.5%, respectively, with lacosamide, and 80.6% and 74.5%, respectively, with carbamazepine-CR ( Figure 2 ). The Kaplan-Meier estimated proportion of patients who did not discontinue due to adverse events at 12 and 24 months was higher in patients with no comorbid conditions than in patients with three or more comorbid conditions ( Figure S2 ).
The observed proportions of patients with a 6-or 12-month seizure-free interval at any point during the combined double-blind period were 75.7% (336/444) and 64.4% (286/444), respectively, in the lacosamide group, and 71.9% (318/442) and 62.7% (277/442), respectively, in the carbamazepine-CR group (Figure 3) . The majority of patients with 6-and 12-month seizure-free intervals achieved their first seizure-free interval on the lowest target dose level for lacosamide and carbamazepine-CR.
The observed proportions of patients who completed 12 and 24 months of treatment from the date of first dose and remained seizure-free were 41.4% (184/444) and 23.6% (105/444) on lacosamide, and 42.8% (189/442) and 21.5% (95/442) on carbamazepine-CR. The Kaplan-Meier estimated proportions of patients who were seizure-free for 12 and 24 months from the date of first dose were 50.8% and 47.0% on lacosamide, and 54.9% and 50.9% on carbamazepine-CR, respectively ( Figure S3 ).
In the combined trials, TEAEs were reported by 355 patients (80.0%) on lacosamide and 368 (83.3%) on carbamazepine-CR (Table 3) . Headache and dizziness were the most common TEAEs (≥10%) with lacosamide, and headache, dizziness, and fatigue were the most common TEAEs with carbamazepine-CR. The incidences of TEAEs, drug-related TEAEs, and discontinuations due to TEAEs increased with a higher number of comorbid conditions ( Table 3 ). The incidences of drugrelated TEAEs and discontinuations due to TEAEs were lower in patients on lacosamide than on carbamazepine-CR. The incidences of fatigue (lacosamide, carbamazepine-CR), headache (carbamazepine-CR), and dizziness (carbamazepine-CR) increased (≥5%) as the number of comorbid conditions increased.
| DISCUSSION
In a long-term extension (SP0994) of a randomized, doubleblind, noninferiority trial (SP0993), lacosamide monotherapy was generally well tolerated in adult patients with newly diagnosed epilepsy. The proportions of patients reporting any TEAEs were similar between the lacosamide and carbamazepine-CR treatment groups (64.9% and 67.7%, respectively). The observed TEAEs with lacosamide were consistent with its known safety profile, and no new safety signals were identified. Post hoc analyses of data from the combined double-blind period of the initial trial and long-term extension showed that lacosamide monotherapy was efficacious, with a favorable tolerability profile over a median of ~2 years of treatment.
Several second-and third-generation AEDs have been directly compared to carbamazepine-CR as initial monotherapy for patients with newly diagnosed epilepsy.
10,12-14 These trials showed that levetiracetam, zonisamide, lacosamide, and eslicarbazepine were noninferior to carbamazepine-CR, and provided class I evidence of efficacy in adults with focal epilepsy that led to approval of these drugs as monotherapy options in Europe. 10, [12] [13] [14] A recent network meta-analysis of these noninferiority trials compared the efficacy and tolerability of these AED monotherapies and found no statistical differences in the 6-and 12-month seizure freedom and incidence of TEAEs between levetiracetam, zonisamide, lacosamide, eslicarbazepine, and carbamazepine-CR. 15 However, lacosamide was associated with a significantly lower incidence of discontinuations due to TEAEs than carbamazepine-CR. 15 In the lacosamide extension trial, most patients on lacosamide and carbamazepine-CR remained at the lowest dose level, similar to what was observed in the initial trial. 10 The most commonly reported TEAEs with lacosamide were nasopharyngitis, headache, and dizziness, in line with those reported previously. [4] [5] [6] 10, 16 The overall proportions of patients on lacosamide reporting any TEAEs, drug-related TEAEs, and TEAEs leading to discontinuation were lower in the extension trial compared with the initial trial (percent differences: −9.0%, −21.8%, and −6.3%, respectively) despite a longer treatment duration, although the proportions of patients with serious and severe TEAEs were similar in both trials (less than 5% difference). The most common individual TEAEs with lacosamide in the initial trial were headache (14%) and dizziness (12%); the incidences of both were notably lower in the extension trial (headache, 6.1%; dizziness, 4.3%). 10 This may be because TEAEs are generally more common at the initiation of AED treatment and during titration. [17] [18] [19] Furthermore, patients who did not respond at the highest dose level or those who experienced TEAEs leading to discontinuation during the initial double-blind trial were not included in the extension. Four patients on lacosamide and seven patients on carbamazepine-CR discontinued due to rash in the initial double-blind trial. Few TEAEs of rash were reported in the extension trial (one patient on lacosamide and two patients on carbamazepine-CR). The overall incidence of TEAEs was similar with lacosamide and carbamazepine-CR in the extension trial (64.9% and 67.7%), and between the test drug and carbamazepine-CR in the double-blind long-term extensions of the levetiracetam (38.0% and 38.4%) and zonisamide (52.6% and 46.2%) noninferiority trials. [20] [21] [22] In the combined double-blind period of both lacosamide trials, the incidence of any TEAEs was similar in patients on lacosamide and carbamazepine-CR (80.0% and 83.3%); however, fewer patients on lacosamide than on carbamazepine-CR experienced drug-related TEAEs (40.8% vs 50.2%) or discontinued due to TEAEs (13.1% vs 19.0%). Post hoc analyses of data from the combined doubleblind period of both trials showed high treatment retention in patients on lacosamide and on carbamazepine-CR. The Kaplan-Meier estimated proportions of patients with 12 months (lacosamide, 50.8%; carbamazepine-CR, 54.9%) and 24 months of seizure freedom (47.0%; 50.9%) from the date of first dose were similar in both treatment groups. These data cannot be compared directly with the KaplanMeier estimated 12-month seizure-freedom rates reported in the initial trial (lacosamide, 78%; carbamazepine-CR, 83%), due to differences in the analyses. 10 In the initial trial, seizure freedom was evaluated following patient stabilization at the last assessed dose, rather than from the date of first dose. 10 Analyses of seizure-free intervals during the combined trials showed that a similar proportion of patients on lacosamide and carbamazepine-CR had a 6-(75.7% and 71.9%) or 12-month (64.4% and 62.7%) seizure-free interval at any point during double-blind treatment. The majority of patients who attained seizure freedom for at least 6 or 12 months did so while at the lowest dose level in both treatment groups.
Because lacosamide is not enzyme-inducing and has a low potential for drug-drug interactions, 2,3 it may be a suitable long-term treatment option for patients with comorbidities taking concomitant medications. As expected, patients with a higher number of comorbid conditions were older and were taking higher numbers of concomitant medications. Post hoc analyses of tolerability by number of comorbid conditions suggested an increased overall incidence .6%/24.0%) also increased in patients with a higher number of comorbid conditions, and were consistently lower in patients on lacosamide than on carbamazepine-CR. These findings were supported by the Kaplan-Meier estimated proportion of patients who did not discontinue due to adverse events during 12 and 24 months of treatment. These data suggest that lacosamide may be a suitable option for first-line monotherapy in patients with higher comorbidity burdens. A limitation of this analysis was that MedDRA was used for the coding of comorbid conditions, and age-related physiologic conditions such as menopause and postmenopause were therefore coded as comorbid conditions. Furthermore, per the trial eligibility criteria, patients were excluded from the initial trial if they had medical/psychiatric conditions, which, in the opinion of the investigator, could have jeopardized their health or compromised their ability to participate. As such, the enrolled patients may have had relatively mild comorbid conditions.
The results of the extension trial and post hoc analysis demonstrated that long-term treatment with lacosamide was well tolerated as first-line monotherapy in adult patients with newly or recently diagnosed epilepsy and efficacy was maintained.
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